Some of you may have noticed that the Scandinavian Journal of Public Health (SJPH) has a new Chief Editor (from Norway this time), and a new editorial board consisting of an interdisciplinary group of researchers from all five Nordic countries: Denmark, Finland, Iceland, Norway, and Sweden.
Before I move on to present the new scope and editorial board of the journal, I would like to thank the Executive Board of the SJPH for providing me with the opportunity to become the new Chief Editor. I have long considered SJPH to be among the leading public health journals in Europe, and it is truly a great honour to be asked to lead the journal in the coming years. I accepted the offer with great pleasure and I now aim to further strengthen the journal's position through an increased focus on the most pressing public health challenges in the Nordic countries and beyond. I would also like to thank the preceding Chief Editor Ingvar Karlberg for his dedicated work over the last few years, enabling a smooth transition period, and for his assistance in guiding me into my new role.
As a professor of Sociology at the Department of Sociology and Political Science at the Norwegian University of Science and Technology (NTNU) in Trondheim, my main research focus has been to explain socioeconomic differences in mental and physical health, chronic diseases and mortality within and between countries and regions. I have done this by looking at the contributions of different welfare state arrangements and health care systems to these inequalities at the contextual level, but I have also examined the contributions of smoking, alcohol, physical activity, diet, childhood conditions, working conditions, unemployment, housing conditions and various forms of health care utilization at the individual level. I have particularly enjoyed working on the development of health modules that have been included in national (the US-based General Social Survey and the South African Social Attitudes Survey) and international surveys. More recently, I led the work leading to a health module in the 7th round of the European Social Survey [1].
The new scope of SJPH
The most apparent change of scope will be an increased focus on social injustice as a driver of health inequalities. Health at the level of populations is not primarily a matter of individual behaviour. It is above all a matter of the wider social, economic and cultural circumstances in which we are born, grow, live, work and age.
Health inequality usually refers to the systematic differences in health that exist between social classes, areas or groups, for example by age, gender, race or place. As they are socially produced, they are potentially avoidable and widely considered unacceptable in a civilized society.
Furthermore, inequalities in health between socioeconomic groups are not restricted to differences between the most privileged groups and the most disadvantaged; health inequalities exist across the entire social gradient. The social gradient in health is not confined to the poorest in society; it runs from the top to the bottom of society and even comfortably off people somewhere in the middle tend to have poorer health than those above them.
Socioeconomic inequalities in health are universal within the Nordic countries, in Europe, and in all other parts of the world (where it has been examined), and they extend along the entire social ladder: the higher the social position, the better the health. Reducing the socioeconomic gradient in health therefore requires actions that affect all of us, and not only those with fewest resources.
The systematic existence of health inequalities between different socioeconomic groups is indeed well established. While most extensively documented in Western Europe [2] and North America [3] , the World Health Organization Commission on Social Determinants of Health [4] found that globally, in all countries, people from lower status socioeconomic groups have higher rates of mortality and morbidity. These health inequalities begin to emerge during childhood and, despite improvements in infant and under-5 mortality rates in recent decades, significant inequalities in these rates exist within and between countries.
Research has also indicated that social and economic factors embedded in societal structures are key drivers of these inequalities [4] . Health inequalities represent a pressing societal and policy issue as inequalities result in unnecessary premature deaths, entailing large economic costs in terms of lower productivity and higher health care costs [5] . Many countries have initiated attempts to reduce health inequalities and the right to health is also enshrined in the UN declaration of human rights.
Indeed, in September 2015, the new UN Sustainable Development Goals (SDGs) were adopted, which included ambitious new targets related to health and most of the key social and environmental determinants. Improving health equality thus requires extensive collaboration between health and other sectors informed by evidence arising from new and innovative research strategies.
Thus, the SJPH encourages contributors to take an interdisciplinary approach involving for example sociology, psychology, technology, social medicine, epidemiology, public health and preventive medicine, but also an intersectoral approach, including of course academia, but also people working in governments, NGOs, think-tanks, the UN and in health care.
In the context of the more ambitious and integrated child health targets of the SDGs, there is a need to monitor the extent of health inequalities amongst children and their families, explain their causes and identify policies, institutional conditions and interventions with the greatest impact for reducing them. All 193 UN member states have agreed to the SDGs, and are committed to new efforts to achieve the goals and their targets. In this regard, the SJPH aims to provide essential evidence of importance to Nordic governments and to UN member state governments across the global North and global South.
research topics
The unequal distribution of health and its determinants (both within and outside the health care system) taps into many other areas of public health, which will allow for a large variety of research topics.
The SJPH will focus particularly on (in alphabetical order) ageing, global health/child health, mental health, migration/ethnicity/refugees, and occupational health.
However, when the editorial board first came together, we also agreed upon a wider research agenda which is not restricted to these areas. We are interested in publishing work that focuses on a broad range of health outcomes, including mortality, selfreported health, mental health, cardiovascular health, cancer, infectious diseases, non-communicable diseases (NCDs) and disability/functional limitations. We are interested in determinants, including but not limited to housing and living conditions, occupational health, including working conditions, lifestyle, stigma, childhood conditions, social capital and institutional arrangements (such as the welfare state).
We also welcome contributions on both formal and informal health care, and health services research in general. Regarding study groups, we wish to focus on the whole life course, from children and childhood conditions, to adolescents/youth, and ageing. More broadly speaking, we welcome contributions with a global health/child health focus, cross-national research, and theory and methods in public health research. We are also very interested in studies that take advantage of Nordic health registers, which provide unique research opportunities within many of our key areas.
Finally, regarding the stratification of study populations, we welcome contributions focusing on migration/ethnicity/refugees, and we also encourage our authors to submit work split by socioeconomic status and gender. Intersectionality, which explores how these different 'axes of inequality' are experienced, not just separately but in combination, is also appreciated.
article formats
While SJPH has mostly published original articles (both qualitative and quantitative), short reports and commentaries in the past, I also welcome literature reviews (for which the word limit is increased to 6000 words and 60 references), glossaries and lectures by leading international scholars. Further, while SJPH particularly focuses on the Nordic regions, we will increasingly publish research from other European and non-European countries, which also should be of interest and relevance to our Nordic audience.
The new editorial board of SJPH
When I started acting as Chief Editor of SJPH I first identified five key research areas (presented above) that I think will become increasingly important in the years to come. Thereafter, I contacted the leading scholars in Denmark, Finland, Iceland, Norway and Sweden, with the aim of finding a national editor from each country with expertise in each of these research areas. The plan succeeded and I am now proud to present the new editorial board of the SJPH (in alphabetical order by their country of origin). 
Migration/ethnicity/refugee health: the focus area of the danish editor

This issue of SJPH
This issue of the SJPH consists of specially invited articles, most of which fall within the new key areas of the journal. All articles, with the exception of one specially invited article by Professor Johan P. Mackenbach, are co-authored by a member of the editorial board. In this way, we aim to introduce the new key areas and the editorial board in an integrated way.
The current issue has sections on politics and health, attitudes towards health services, ageing, and work disability. However, the three main themes of the issue are (1) socioeconomic inequalities in health, (2) NCDs and mental health in the Nordic countries, (3) ethnicity and health in Denmark and (4) global health (focusing on Nepal).
The first main theme (socioeconomic inequalities in health) sets out to ask why social inequalities exist in modern welfare states. Professor Johan P. Mackenbach argues that social-epidemiological explanations of health inequalities usually take the existence of such inequalities as a given, and ignore the fundamental question of why social inequality exists in the first place. He concludes by discussing whether health inequalities are more than a relatively superficial consequence of social inequality, and speculates that they may play a more profound role by amplifying social inequalities. The issue continues with a follow-up article (Øversveen et al.), in which we argue for a stronger integration of sociological theory in empirical research. We think that this will aid the development of more dynamic models that enhance understanding of the complex pathways and mechanisms linking social structures to health.
Recently, two different health modules have been implemented into the International Social Survey Programme (ISSP) and the European Social Survey (ESS). The second main theme of this issue examines NCDs and mental health in the Nordic countries, making use of both modules, but in different papers. The contribution of Balaj et al. makes use of the health module of the ESS to present the first comprehensive overview of NCDs, general health and their social determinants in the Nordic countries. The study shows that the Nordic region has a comparatively high burden of breathing problems, high blood pressure, skin problems, allergies, stomach problems, back pain, arm/hand pain, leg/foot pain, multimorbidity and of being hampered by a longstanding illness. In her article, Olafsdottir, using the recent health module of the ISSP, examines gender differences in mental well-being in four Nordic countries, by comparing such differences across the globe, and by examining whether they remain in the Nordic countries after considering other factors. The results show that, despite high levels of gender equality, the gender gap is neither particularly small nor similar across the Nordic countries. In addition, significant gender differences remain in all four countries examined after taking other social demographic and lifestyle factors into account.
The third main theme of this issue relates to ethnicity and health. Ethnic health inequalities have been widely observed in the Nordic countries throughout the life course. To improve the knowledge base for developing and implementing relevant preventive initiatives and thus to reduce these inequalities, we need data on immigrant populations and ethnic minorities. However, they are often not included or underrepresented in research, both in surveys and qualitative studies. The study of Nielsen et al. focuses on the importance of recruitment site in relation to recruitment of ethnic minorities into health research. This insight may help researchers to plan and conduct studies that include ethnic minorities in the future. To ensure quality of care for the increasingly ethnically diverse population, cultural competence training of health care professionals is considered central. Sørensen et al. investigated Danish medical teachers' interest in and opinions about cultural competence and their preparedness to teach cultural competence topics and to receive training. Furthermore, there is a need to understand barriers of access to health care for immigrants, one of which is sufficient knowledge of both the health care system and doctor-patient relations in the host country. The study by Jervelund et al. takes a lead in investigating sustainable initiatives to overcome lack of knowledge of the host country health care system among immigrants.
The last main theme (global health) highlights the importance of addressing social inequalities in health also in low-resource settings. When health needs are great and resources scant, it may be tempting to disregard the issue of justice in service delivery in favour of a utilitarian 'cherry-picking' approach that prioritizes 'easy' targets, the so-called 'low-hanging fruits'. This temptation is not easily overcome. With a special focus on children and newborns in Nepal, Målqvist et al. demonstrate how inequalities in careseeking for childhood illnesses and essential newborn care have prevailed despite deliberate and directed efforts from the Nepalese health authorities to strengthen community health in the most vulnerable parts of the country. A lot has been achieved but the efforts must be strengthened and new innovative approaches are needed to overcome the challenge of disparate health outcomes based on social position. The two studies from Nepal have been produced together with UNICEF Nepal, indicating the agency's commitment to health equity.
The current issue is from the editorial board to our old and new readers. We hope that you will enjoy this and our upcoming issues in SJPH.
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